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Standardization of Health-Related Quality of Life (HRQOL) Measures for Asian 
Populations 
 
Introduction 
 It is now the standard for clinical trials to include quality of life as a 
controlling variable as well as an outcome measure (1).  Quality of life (QOL) is a 
very broad concept that includes many dimensions some of which have little direct 
relationship with health care.  Health care providers are mainly concerned about those 
aspects of QOL that are affected by health - health-related quality of life (HRQOL) 
(2,3).  The major barrier to the use of HRQOL as outcome measures in clinical trials 
in Asia is a lack of instruments that can be applied to our populations.  Most of the 
existing instruments were developed in the US or Europe and very few have been 
validated on Asian populations (4-7). 
 A few generic HRQOL measures are widely used internationally, the MOS 36 
item Short Form (SF-36) Health Survey (8) is the most popular, others include the 
Nottingham Health Profile (9), the COOP/WONCA Charts (10), the  EQ-5D (11), and 
the Quality of  Well-being Scale (12).   The  SF-36 and the COOP/WONCA Charts 
have been translated and tested on the Chinese, Japanese and Koreans with 
encouraging results.  The use of the same standard HRQOL measure by Western and 
Asian populations is necessary for pooling data in international clinical trials and 
comparing results of studies from different countries. This paper will describe a four-
step method for the standardization of HRQOL measures for Asian populations. 
 
 
Standardization of the Concepts and Content of  HRQOL Measures 
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 The core concepts of HRQOL and how they are being expressed have been 
identified in the Western populations (1,2), but they may not be the same as those 
perceived by Asian populations because of the different cultures.  The use of focus 
group or in-depth interviews can identify the important concepts of HRQOL and how 
they are expressed in the population concerned (13, 14, 15, 16).   Research has shown 
that most cultures share the same core concepts of HRQOL although the relative 
importance of the different concepts may vary (16).  For example, social functioning 
is perceived to be relatively less important but eating seems to be an important 
function for the Chinese in Hong Kong (13,16).  One can then proceed to choose a 
HRQOL measure that has good face validity in that its concepts and content appear to 
match those described by the population concerned (14,15).  It is sometimes 
necessary to modify the content in order to achieve the conceptual equivalence (14), 
e.g. playing Tai-Chi is used to replace golf as an example of moderate physical 
activity in the SF-36. 
 
Standardisation of the Translation 
 The translation should have semantic and functional equivalence with the 
original (14, 15,17).  It is essential to have equivalence in conceptual meaning rather 
than words.  The standard method is an iterative (at least double) forward and 
backward translations by independent qualified translators.  The backward 
translations should be evaluated by the original author to confirm that the original 
meaning is preserved.  The draft translation should be reviewed by panels of expert 
and lay people for conceptual equivalence, face validity, clarity, comprehensibility 
and grammatical accuracy (14,15,18).   
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 The translation then has to be pilot tested on subjects of the target population 
to assess its feasibility, acceptability, relevance and clarity (14,18).  It is important to 
identify items in the HRQOL measure that people do not understand, find difficult, 
irrelevant or embarrassing to answer.  The methods of administration of the 
instrument also need to be standardized.  Interviewer administration is often required 
for Asian populations, the intra-observer and inter-observer test-retest reliability and 
the operational equivalence of different methods need to be assessed (15,17,19). 
 The meaning of the concepts measured by the HRQOL measure need to be 
standardized across cultures.  The relationship between the different concepts and the 
ranking of the items within a concept should be similar if there is conceptual 
equivalence across countries (17,18).  Factor analysis can also be used to test if the 
factor components obtained from the target population fit the hypothesised factor 
structure (8,18).  
 
Standardization of the Scoring algorithm of HRQOL Measures 
 Most HRQOL measures have multiple scales each of which is constructed on 
multiple items, e.g. the SF-36 have 8 scales each has 2 to 10 items.  The construct 
validity of the scales must be confirmed before the standard scoring algorithm can be 
applied to the population concerned (14,18).   The standard tests for construct validity 
include convergent validity, item discriminant validity, internal reliability and 
interpretable inter-scale correlations.  Scales that do not apply weighting to items, e.g. 
the SF-36,  should have equal item vairaince and item-scale correlation.  Measures 
that apply weighting to the scores, e.g. the Nottingham Health Profile and the Quality 
of Well-being Scale, need standardardization of the weighting by the judgement or 
mathematical methods (14,18). 
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 Standardisation of the Norm References of HRQOL Measures 
 The measurement of HRQOL is relative rather than absolute in that there is no 
threshold levels of good or bad.  It is more meaningul if it is interpreted in the context 
of the norm derived from the population concerned (18). Reference norms can be 
obtained for the general  population or specific groups, e.g. patients with arthritis.  A 
good HRQOL measure should have good discriminatory power between different 
groups and demonstrate the effects of sociodemographic factors and co-morbidity on 
HRQOL.  Population based norms are very useful for the standardization of weighting 
and utility indeces, e.g. QALY, and for quality assurance(20). 
 
Conclusion 
 We need a good tool in order to carve out good work.  Proper Standardization 
of a HRQOL measure for Asian populations by the four- step method will assure the 
quality of the instrument and the data obtained by it.   
 
 
HRQOL_a 
References 
1. Ware JE.  The status of health assessment 1994. Ann Rev Public Health 1995; 
16:327-54. 
2.  Wilson IB, Cleary PD.  Linking clinical variables with health related quality 
of life. JAMA 1995; 273: 59-65. 
3. Greenfield S, Nelson EC. Recent developments and future issues in the use of 
health status assessment measures in clinical settings.  Med Care 1992; 
30(Supp): MS23-MS41.  
4. McDowell I, Newell C.  Measuring health-a guide to rating scales and 
questionnaires.  NY: Oxford University Press 1987.  ISBN 0-19-504101-1 
5. Bowling A.  Measuring health- a review of quality of life measurement scales.  
UK: Open University Press 1991. 
6. Hutchinson A, Bentzen N, Konig-Zahn C.   Cross cultural health outcome 
assessment; a user’s guide.  E.R.G.H.O. 1997. 
7. Mapi Research Institute.  Cultural adaptation of Quality of Lif (QoL) 
Instruments.  Quality of Life Newsletter 1995; 13-14:5. 
8. Ware JE,  Snow KK, Kosinski M,Gandek B.  SF-36 Health Survey - Manual 
and interpretation guide.  Boston, MA: The Health Institute, the New England 
Medical Center, 1993. 
9. Hunt SD, McEwen J, McKenna SP.  Measuring health status: a new tool for 
clinicians and epidemiologists. J R Coll G P 1985; 35: 185-88. 
HRQOL_a 
 10. Van Weel C, Konig-Zahn C, Touw-Otten FWMM, Van Duijn NP, Meyboom-
de Jong B.  Measuring functional status with the COOP/WONCA Charts- A 
manual. NCH Series No. 7.  Groningen: North Centre of Health Care 
Research. 1995. 
11. The EuroQoL Group.  EuroQol - a new facility for the measurement of health-
related quality of life.  Health Policy 1990; 16: 199-208. 
12. Kaplan RM, Anderson JP,Wu AW, Mathews WC, Kozin F, Orenstein D. The 
Quality of Well-beign Scale: applications in AIDS, cystic fibrosis and 
arthritis.   Medical Care 1989; 27: S27-S43. 
13. Lam CLK.  Do the COOP/WONCA Charts measure important functions? - 
The Chinese perspective. in HKCGP, 14th WONCA World Conference Book 
of Abstracts.  Hong Kong: HKCGP, 1995. P.45. 
14. Guillemin F, Bombardier C, Beaton D. Cross-cultural adaptation of health -
related quality of life measures: literature review and proposed guidelines.  J 
Clin Epidemiol 1993; 46: 1417-32. 
15. McKenna SP, Whalley D.  Coping with the language barrier.  Good Clinical 
Practice Journal 1997; 4: 14-17. 
16. Leung KF, Tay M, Cheng SSW, Lin F (ed).  Hong Kong Chinese version 
World Health Organisation Quality of Life Measure- abbreviated version.  
Hong Kong: Hong Kong Hospital Authority 1997. 
17. Herdman M, Fox-Rushby J, Badia X.  Equivalence and the translation and 
adaptation of health-related quality of life questionnaires.  Quality of Life 
Research 1997; 6: 237-47. 
HRQOL_a 
HRQOL_a 
18. Ware JE, Keller SD, Gandek B, Brazier JE, Sullivan M.  Evaluating 
translations of health status questionnaires: Methods from the IQOLA Project. 
Int J Tech Ass Health  Care 1995; 11: 525-51. 
19. Nunnally JC.  Psychometric theory.  3rd edition.  New York: McGraw Hill 
1994. 
20. Treurniet HF, Essink-Bot ML, Mackenbach JP, Van der Maas PJ.  Health-
related quality of life: an indicator of quality of care.  Quality of Life Research 
1997; 6: 363-69. 
